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Background: Community-based outreach seeks to move libraries
beyond their traditional institutional boundaries to improve both access
to and effectiveness of health information. The evaluation of such
outreach needs to involve the community in assessing the program’s
process and outcomes.

Purpose: Evaluation of community-based library outreach programs
benefits from a participatory approach. To explain this premise of the
paper, three components of evaluation theory are paired with relevant
participatory strategies.

Concepts: The first component of evaluation theory is also a standard
of program evaluation: use. Evaluation is intended to be useful for
stakeholders to make decisions. A useful evaluation is credible, timely,
and of adequate scope. Participatory approaches to increase use of
evaluation findings include engaging end users early in planning the
program itself and in deciding on the outcomes of the evaluation. A
second component of evaluation theory seeks to understand what is
being evaluated, such as specific aspects of outreach programs. A
transparent understanding of the ways outreach achieves intended
goals, its activities and linkages, and the context in which it operates
precedes any attempt to measure it. Participatory approaches to
evaluating outreach include having end users, such as health
practitioners in other community-based organizations, identify what
components of the outreach program are most important to their work.
A third component of evaluation theory is concerned with the process
by which value is placed on outreach. What will count as outreach
success or failure? Who decides? Participatory approaches to valuing
include assuring end-user representation in the formulation of
evaluation questions and in the interpretation of evaluation results.

Conclusions: The evaluation of community-based outreach is a complex
process that is not made easier by a participatory approach.
Nevertheless, a participatory approach is more likely to make the
evaluation findings useful, ensure that program knowledge is shared,
and make outreach valuing transparent.
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As intended by the National Library of Medicine’s
(NLM’s) health disparities initiative, ““community-
based outreach” moves libraries beyond their tradi-
tional institutional boundaries to improve community
access to and effectiveness of health information. Such
efforts are directed toward health promotion and pro-
tection, but they recognize that these more lofty goals
are beyond the immediate reach of libraries alone.
They depend on the effective collaboration of libraries
with other community organizations and on the mo-
bilization of other community resources to augment
health information. This recognition is central to the
evaluation of community outreach, the focus of this pa-
per, because it sets the stage for identifying appropri-
ate indicators and change processes to be measured,
values to be considered, and uses to be made of the
results of evaluation. It also signals the need for the
evaluation to be collaborative, as the planning of effec-
tive outreach will need to be collaborative. The “over-
all goals of outreach are to affect the capacity of the
individual, organization, or community to effectively
utilize health information resources and to address
problems and barriers to accessing them” [1]. A com-
munity-based approach puts outreach into a broader
context—the social, cultural, economic, structural, and
political influences on whether and how outreach oc-
curs and how it can affect health. Community-based
approaches are necessarily collaborative; they must
start from some shared community understanding of
local needs and some coordinated mobilization of local
resources.

PAIRING PARTICIPATORY OUTREACH WITH
PARTICIPATORY EVALUATION

To be effective, outreach must entail something more
collaborative or participatory than one organization,
such as a library, venturing into the community. Eval-
uation, like the outreach itself, must also engage other
stakeholders in deciding what is important to accom-
plish, what community resources to combine with
health information, and how to measure whether out-
reach is effective. This paper will ask who decides
whether outreach is effective and how findings about
outreach effectiveness are used. One way to answer
these questions is to match community-based outreach
with participatory evaluation. Such an approach inte-
grates stakeholders and makes transparent what out-
reach is, what values it is judged by, and what use is
made of findings about its effectiveness.

The authors propose that use of evaluation theory as
derived by Shadish, Cook, and Leviton from many
leading authors in the evaluation literature [2] can help
frame the integration of community-based outreach
and participatory evaluation. In the sections that fol-
low, we suggest practical strategies for the participa-

* This paper is based on a presentation at the “Symposium on Com-
munity-based Health Information Outreach”; National Library of
Medicine, Bethesda, Maryland; December 3, 2004
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tory use of key components of evaluation theory in
evaluating community-based outreach.

EVALUATION THEORY: LENSES TO EXPLORE
OUTREACH

Those involved in information outreach have access to
a wide range of theories about behavioral and com-
munity change, including the theories reviewed in the
NLM health information outreach planning and eval-
uation manual [1]: social change theory [3]; the
“Transtheoretical” stages-of-change model [4]; health
education and health promotion models such as pre-
cede-proceed, with their emphasis on participatory ap-
proaches [5]; and diffusion of innovations [6]. While
“thinking theory”” may seem antithetical to the needs
of busy, action-oriented practitioners, Lewin’s time-
honored admonition that there is “nothing as practical
as a good theory” [7] reminds us that theory can
guide, not interfere with, practice. Theories help ex-
plain concepts of interest, such as outreach, by reveal-
ing underlying components and assumed connections.
Theories about outreach may be used as maps to in-
terpret the terrain, lenses to view the components, or
a framework to hold concepts of how outreach works.
While theories about behavioral and community
change may help inform community-based outreach,
another kind of theory is needed to assess outreach
effectiveness: evaluation theory.

In the early 1990s, Shadish, Cook, and Leviton in
their Foundations of Program Evaluation [2] made a signal
contribution toward a theory of evaluation. The idea
was to cut across multiple approaches, philosophies,
and methodologies to ask fundamental questions
about what evaluation is. From this effort came four
components of an overarching theory of evaluation:
use, program, valuing, and knowledge construction.
The way each of the components of evaluation theory
is understood shapes the practice of evaluation. For
community-based outreach, these components may be
translated into the following questions:

B Use: How will evaluation findings about outreach be
used? By whom (e.g., librarians, consumers, and other
community-based organizations that would become
collaborators in library outreach) will findings be
used?

B Program: What is outreach? How is it intended to
work? What internal and external factors influence
outreach?

B Valuing: By which values will the success or failure
of outreach be judged? Who judges the success or fail-
ure of outreach?

B Knowledge Construction: Which methodologies will
be used to gather evidence about the value of out-
reach?

Answering these questions helps expose assump-
tions and approaches to all types of evaluation. These
assumptions shape evaluation practice. For example,
an evaluation approach to outreach that places the val-
uing of outreach primarily in the hands of librarians
will be very different from one that shares valuing re-
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sponsibility with a broader range of stakeholders. The
lesson from evaluation theory is that how one thinks
about evaluation shapes how one conducts evaluation.

For the remainder of the paper, the first three ques-
tions about evaluation are addressed as they apply to
a participatory approach to outreach evaluation.
Knowledge construction, which is thoroughly covered
in most evaluation textbooks and methodological
guidelines, such as the NLM-sponsored Measuring the
Difference [1], is beyond the scope of this paper and
would ideally follow a thorough answer to the first
three questions.

USE OF OUTREACH EVALUATION RESULTS
AND WAYS IT WILL BE USED

The findings of outreach program evaluation are in-
tended to be used. Use is a concept so central to eval-
uation that it is not only one of the four main com-
ponents of evaluation theory; it is also one of the stan-
dards of program evaluation codified by the Joint
Committee for Standards of Educational Evaluation,
consisting of several professional and scientific orga-
nizations: “The utility standards are intended to en-
sure that an evaluation will serve the information
needs of intended users” [8]. Guidelines of evaluation
use include stakeholder (end users, payers, concerned
citizens) identification, values identification, and time-
liness and dissemination.

Guidelines for use

Key findings from previous literature reviews shape
an understanding of knowledge utilization and of bar-
riers to and facilitators of its realization. Utilization is
not a product or an event, but rather a complex, chang-
ing, multidirectional social process with mutual inter-
dependencies.

The many meanings of the utilization process were
described in early writings [9] and subsequently found
their way into different conceptual frameworks of uti-
lization, such as instrumentalist or transactionist [10].
Each framework offers a different view of the way the
process of utilization works and has very different im-
plications for evaluation practice. For example, the in-
strumentalist view suggests that once evaluation find-
ings are turned over to librarians and health practi-
tioners, the findings will be put to direct and imme-
diate use to solve health information problems.
Evidence of this type of utilization, however, is limited,
so a more complex understanding of use is required.
For example, outreach evaluation findings might be
used to legitimize a point of view, to enlighten policy
decisions, to warn about potential or existing prob-
lems, or to manipulate knowledge strategically for
power or profit [10, 11]. These more indirect under-
standings of use mean that outreach evaluation find-
ings may meander into policy and practice, not take a
straight, instrumentalist march forward.

The numerous influences on the use of evaluation
findings can be grouped according to the source of
evaluation findings, the content of findings, the me-
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dium through which findings are delivered, the user,
and the context [10, 12]. Among variables associated
with the first four influences on use are relationship
building with potential users, accessibility of findings,
early and sustained involvement of the user in the
evaluation, links among users, level of effort required
to access the findings, and the special interests and
sometimes conflicting ideologies of potential users.
According to Landry [12] the best socio-organizational
predictor of utilization is the user context. Character-
istics of the context that facilitate use include resourc-
es, supportive social conditions, a champion for new
knowledge, flexibility for change, no strong political or
bureaucratic opposition, incentives to change, leader-
ship by example, and support for a long-term inter-
active relationship between the collaborating parties in
a community and between practitioners and their cli-
ents [10-17].

As if the list of general facilitators and barriers to
utilization were not long and complex enough, Lester
[17] reminds us that most of the variables that deter-
mine use of evaluation findings are beyond the control
of the evaluator. Weiss adds to the interaction of these
variables—interests, ideologies, information, and insti-
tutional form—a reminder of their interaction in a po-
litical context: “The world does not run on principles
of scientific rationality, but on the rationality of our
system to reconcile different society interests, what we
call politics” [11]. In this political arena, then, how can
a more participatory approach facilitate the use of out-
reach evaluation findings?

Participatory approach to use

A first requirement of effective outreach is that out-
comes and evaluation decisions depend on appropriate
planning, development, and implementation of the
programs to be evaluated. Concern about use starts at
the beginning of this process, not the end. From de-
cades of experience in public health, adult education,
and other community-based enterprises, a well-ac-
cepted principle of good planning is to engage the im-
plementers and end users of the program’s products
at the outset in the assessment of their needs and the
planning of the program or products to meet those
needs [18]. This principle has been obscured some-
what in recent years by the emergence of “best prac-
tices” thinking, influenced by the adoption of system-
atic reviews of highly controlled experimental trials in
less political areas of practice such as medicine and
engineering [19]. Even more recently, however, it has
become clear that much of what has been offered as
evidence-based ““best practices” in guidelines for prac-
titioners is not being implemented. This has forced
some revival of interest in wider participation in plan-
ning as one of a few “best processes” that, together
with locally adapted “best practices” as part of a plan-
ning process, facilitate taking the complexities of the
local context into account [20].

Outcomes related to reduction of disparities, in par-
ticular, require planning, implementation, and evalu-
ation that must include changes in behaviors among
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those community-based organizations and practition-
ers serving disadvantaged populations if evaluation
findings are to be used. This requirement raises two
related questions: Will these organizations and prac-
titioners want to collaborate with libraries in outreach
and evaluation of outreach efforts? Will collaboration
enhance or interfere with progress?

Outreach from libraries cannot assume that the ex-
isting health-related, community-based organizations
understand the added value that libraries can bring to
the achievement of their shared community health and
disparity-reduction goals. They might be suspicious of
libraries sharing health goals. They also have fought
their own turf battles in the health sector and among
other community-based organizations competing for
resources. Their receptivity to the entry of the library
into this fray cannot be taken for granted and must be
nurtured carefully and strategically through a partic-
ipatory planning process [21]. Library outreach also
cannot assume that engaging multiple community
partners will follow automatically on the engagement
of one community partner. The question of whether
collaboration and building of coalitions necessarily
achieves greater efficiencies, impact, and use is a com-
plicated one [22].

Systematic, strategic, and transparent consultation
by libraries with other community-based organiza-
tions, practitioners, and lay leaders in the community
will improve the chances that the outreach strategy
chosen, the health needs it proposes to address, and
the customs and circumstances of the particular
groups for which health disparities are at issue will be
taken appropriately into consideration [23]. In the end,
the participatory approach to research on needs, to
outreach planning, and to evaluation will increase the
probability that practitioners will see the results of the
evaluation as relevant to their needs and will therefore
be more likely to use them [24].

PLANNING OUTREACH FROM THE GROUND
ur

It seems to go without saying that to evaluate some-
thing, such as outreach, it is important to understand
what it is. But in a field like evaluation, which was
built on methodological approaches, a more natural
instinct is to start the evaluation with a methodological
choice. For example, should a survey be done, should
outreach participants be interviewed, or should a ran-
domized controlled trial be mounted and the data
emerge from the experimental results of the emerging
outreach program? Evaluation theory suggests, how-
ever, that before the valuing and the methodology
comes a need to understand the thing to be evaluated.
In an evaluation of community-based outreach, such
questions would include:

B What is community-based outreach? What is the
goal of outreach, for example, better health, greater
public awareness of health needs and actions, and re-
duced disparities?

® How is community-based outreach supposed to
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work? How is it meant to achieve change in the way
information is transmitted and the ways in which it is
received?

B What are the levers for change? If we cannot change
everything about outreach, what can we change to
make it work better?

B What internal structures, processes, and factors in-
fluence outreach?

B What external norms, culture, and factors influence
outreach?

Parameters of understanding the program

This paper began with a statement about the goals of
community-based outreach. The program component
of evaluation theory digs behind the goals to explore
how an intervention, such as outreach, can achieve
those goals. This approach is consistent with NLM’s
recommendation to define outreach not solely by its
specific activities, but rather as part of a larger package
or program [1]. Such an approach encourages looking
beyond the components of outreach to understand
how they are meant to connect to each other to achieve
stated goals.

Logic models or program maps are simple tools for
making the components of outreach and their intend-
ed links transparent to multiple stakeholders. At its
simplest, a logic model can help reveal the following
program components:

input - activities - output - outcome - impact

A logic model that has served widely (with some
950 published applications [25]) as both a conceptual
map and a procedural guide to the planning of com-
munity health programs is the precede-proceed model
(Figure 1).

Working with a logic model or program map has
several advantages. First, it puts the activities into a
larger package. The activities are linked to inputs and
outputs: they are not stand-alone events. Second, the
use of a logic model or conceptual map makes the
ideas and assumptions of community-based outreach
transparent to all stakeholders. Communication is fa-
cilitated, and ownership of the concept is shared. Such
transparency enables all stakeholders to agree or dis-
agree about the potential fairness, effectiveness, and
practicality of the approach taken. Third, the map al-
lows stakeholders to see the multiple points in the in-
tervention—in this case, community-based outreach—
where things might go right or wrong in the program
and where data about program effectiveness might be
collected. With a model like the one shown in Figure
1, the intervention is placed in a sufficiently broad con-
text to see the multiple determinants that can affect
outcomes.

Understanding the program or intervention requires
more than a mapping of inputs to levels of the com-
munity system where they would be in play and what
pathways each would follow from activity to health
outcomes and social impact. It also requires that users
understand not only the internal workings of the pro-
gram, but its external context. The smooth arrows that
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Figure 1

The precede-proceed model for planning health programs that encompass health education outreach and community organizational, policy,

and regulatory issues
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connect the components of outreach in a logic model
may become ragged, redirected, or unconnected in the
world of practice. These multiple points for outreach
to go “right” or “wrong’’ need to be part of the bigger
package or picture of how outreach is assessed.

Theories of change, particularly community and be-
havior change, can help to clarify the way community-
based outreach is intended to work. But formal theo-
ries are only part of the picture of understanding a
program in context. The experience or intent of stake-
holders reveals the informal theories that also shape
programs.

An ecological, evidence-based, and participatory
approach to program planning and evaluation

One of the lessons of successful efforts in community-
based health information has been that activities must
be coordinated and mutually supportive across levels
and channels of influence, from individual to family
to institutions to whole communities. This is the lesson
of an ecological understanding of complex, interacting,
community program components and the causal
chains by which they affect outcomes. Isolated and sin-
gular points of intervention, such as answering a
health information query for an individual, are likely
to have only a limited influence on that one individ-
ual’s awareness or understanding, less likely to influ-
ence that individual’s attitude or beliefs, and then not
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likely to have much influence on the individual’s be-
havior, much less the behavior of larger numbers of
people. An information-only intervention is likely to
affect only predisposing factors (Figure 1) and is less
likely to influence enabling or reinforcing factors with-
out mutually supportive interventions at other levels
and through other channels of the community. Pro-
gram theory, as illustrated in the logic model, shows
assumptions about the connections (arrows) among in-
puts (boxes to the left) and outcomes (boxes to the
right). Program planning, using such a logic model,
seeks to identify the best evidence and the best local
wisdom on interventions that will fill the boxes on the
left to change program activities.

A second lesson of successful community-based ef-
forts in health has been the recognition of the impor-
tance of building on evidence of efficacy from con-
trolled experimental trials and related research, but
with the understanding that such evidence is usually
limited in its appropriateness to other community sit-
uations and populations. Where evidence is lacking ei-
ther in its specificity or its generalizability, theory must
be brought to bear to fill gaps. Logic models combine
evidence-based intervention results with theory that
helps bridge the gaps in evidence.

If evidence for specific practices or program com-
ponents is plentiful, strong, and specific or generaliz-
able to the local situation, the evaluation of outreach
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can be limited to the measurement of “process” or
quality of implementation activity or performance.
Good implementation of solid evidence-based practic-
es can reasonably promise positive outcomes. If, how-
ever, only some of the interventions or program com-
ponents are evidence-based, theory-guided interven-
tions will be included in the outreach program, and
these warrant more systematic evaluation beyond im-
plementation and quality of performance. Evaluation
here must be theory-driven, with links in the causal
chain of the logic model dictated by the theory-derived
hypotheses about what the intermediate outcomes be-
tween intervention and ultimate outcomes should be.

Evidence and theory are seldom sufficient to satisfy
the practitioners responsible for implementing a pro-
gram (e.g., librarians or health workers) that their local
circumstances and particular population characteris-
tics have been taken into account, especially with high-
ly fluid circumstances, multicultural populations, and
complex programs. Here, library planners can borrow
ideas, not yet formally tested, from other outreach pro-
grams, communities, or settings like their own where
the ideas for intervention have had at least some re-
ality testing for their feasibility in similar real-world
settings, if not for their acceptability and effectiveness.
An outreach program might well include locally in-
vented, homegrown interventions based on indige-
nous wisdom, cultural sensitivity, and local experi-
ence, for example, but, if these have been tried in a
similar form elsewhere, even without formal evalua-
tion, the experience from those other trials should be
consulted. Evaluation of these components of an out-
reach program deserves more tightly controlled as-
sessments than the “evidence-based” interventions.
Their evaluation should give due consideration to po-
tential side effects or unintended consequences, be-
cause they have not been previously submitted to the
same degree of prior experimentally controlled, re-
search-subject-protected protocols. The use of pro-
gram theory places these issues in a broader context
that invites communication with stakeholders, thereby
encouraging their use of evaluation findings, as dis-
cussed previously.

VALUING: THE BASIS FOR JUDGING
OUTREACH A SUCCESS OR FAILURE AND
WHO DECIDES?

Parameters of valuing

Following an understanding of the thing to be evalu-
ated (e.g., the components, process, or effects of an
outreach program) comes the difficult task of valuing
outreach. What will count as success for an outreach
program? What will count as failure? Who decides
what counts as success or failure? These questions are
not the technical questions of methodology, but the so-
cial, cultural, philosophical, economic, political, struc-
tural, and interpersonal questions of evaluation.

To help sort through the complexities of placing val-
ue on programs, Scriven [26] suggests three basic steps
to the logic of valuing: (1) determine criteria, (2) set
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standards, and (3) measure performance. Criteria or
indicators are the dimensions of community-based
outreach on which value—success or failure—will be
placed. This is the heart of valuing. These criteria are
often imbedded in neutral-sounding terms like “ob-
jectives.” For example, will there be process criteria for
outreach (e.g., participation or access) or only outcome
criteria (e.g., changed health behavior)? To choose one
over the other is to set or limit the basis for judging
outreach success. Logic models or program maps help
visualize where judgments are made about program
success or failure.

Decisions about the value of a program need to be
transparent. Who is included or excluded from this
process—the funder, the consumer, the practitioner,
the evaluator? Because different stakeholders may have
different interests in outreach, a clash of values is pos-
sible and even likely. Sorting through values, reaching
some agreement on the basis for evaluation, and mov-
ing toward measurement is a series of key evaluation
tasks.

Standards of evaluation define how well the criteria
must be achieved for success or failure to be deter-
mined. For example, if access to health information is
the criterion, a standard of success might be set at dif-
ferent levels: Would access be successful if 10%, 50%,
or 99% of the population participated? Again, who de-
cides the standards needs to be transparent. Power dif-
ferentials may mean that some players are excluded
from the decisions about value but are expected to par-
ticipate in the activities of the intervention: ““Play, but
no say.”

Participatory approaches to valuing

A participatory approach to valuing opens the door
for making the values of an outreach program trans-
parent. That open door has two sides. On one hand,
participation of multiple stakeholders will likely reveal
conflicts about what counts as program success. For
example, the program funder may view success dif-
ferently than the participating client as a community
member. On the other hand, broad stakeholder partic-
ipation in valuing can make the use of evaluation find-
ings more likely.

Methods for involving community stakeholders and
intended end users in the valuing process are essen-
tially those of participatory planning and participatory
evaluation. These methods and guidelines for their ap-
plication in health promotion research and evaluation
have been found by experts from various disciplines
to be appropriate for community efforts [27]. Figure 2
elaborates on Figure 1 to show how the whole plan-
ning, implementation, and evaluation process comes
together in a series of integrated steps at the local level.
Note that a participatory approach begins with engag-
ing the community.

CONCLUSIONS
Measuring performance moves toward knowledge

construction, which we will not tackle in this paper.
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Figure 2

A flow chart of steps in community-based outreach and planning for health, with skip patterns for making the process more efficient
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But we hope to have shown in this discussion that
before measuring anything, it is vital to understand
how the results of the measurement will be used, what
is being evaluated, and how and by whom value is
placed on the program components and outcomes.

Participatory research into community needs and
program strategies and participatory evaluation of
process and outcomes are the best guarantors that the
results of outreach evaluation are relevant and thus
more likely to be used by the community-based or-
ganizations and practitioners. Participatory approach-
es to incorporating community values in judgments of
success make the valuing process transparent and pro-
vide a wider view of stakeholder values. Who is at the
table and who is not determines what aspects of a pro-
gram are considered most important, what gets mea-
sured, and what gets used in the end. Participatory
evaluation involving community-based organizations
and practitioners also ensures the incorporation of in-
digenous wisdom and experience in identifying local
needs and setting priorities and establishing the values
by which outreach success will be judged.
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